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Abstract

Objective

This article examines whether consultations with health
care providers, not having a regular doctor, unmet health
care needs, and receipt of preventive screening tests
vary by sexual identity for Canadians aged 18 to 59.

Data source
Results are based on the Canadian Community Health
Survey, combined 2003 and 2005 data.

Analytical techniques

Cross-tabulations were used to compare utilization rates
of selected health care providers by sexual identity.
Multiple logistic regression models that controlled for
predisposing, enabling and health need variables were
employed to ascertain if sexual identity was
independently associated with health care use, not
having a regular doctor, unmet health care needs, and
receipt of preventive screening tests.

Main results

Gay men, lesbians and bisexual people were more likely
than heterosexuals to consult mental health service
providers. Lesbians had lower rates of consulting family
doctors and were less likely to have had a Pap test,
compared with heterosexual women. Bisexuals reported
more unmet health care needs than did their
heterosexual counterparts.
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hile a variety of factors have been studied in

relation to the decision to seek health care,!

relatively little research has examined health
care use and access by sexual orientation.** Much of the
information about the role of sexual orientation in access
to care comes from American studies, the balance of which
suggests that gay men, lesbians and bisexuals experience
unique obstacles. This research shows that lesbians are less
likely than heterosexual women to have a regular source of
care such as a family doctor, and more likely to report
difficulties in access due to cost.>® Some gay men, lesbians
and bisexuals have reported negative experiences with the

8-10

health care system related to their sexuality,” " and, as a result,

avoid or delay seeking care.!'"?

These findings, which are based primarily on data from
the United States, may not reflect the situation in Canada,
as the two countries have different health care systems. For
instance, while many American studies have found an
association between not having health insurance and lower

rates of utilization, this should not be the case in the

Canadian universal health insurance environment.'*
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@ Health care use among gay, lesbian and bisexual Canadians

As well, societal differences may limit the
generalizability of American findings to a Canadian
context.

The primary objective of this analysis is to
determine if consultations with health care
providers, not having a regular doctor, unmet needs,
and receipt of preventive screening tests vary by
sexual identity. The data come from Statistics
Canada’s Canadian Community Health Survey
(CCHS), a large-scale national probability survey.
The CCHS does not have the problems associated
with non-probability surveys, such as volunteer bias,
or with surveys based on small geographic areas
whose results cannot necessarily be generalized. The
CCHS collected information on a wide assortment
of socio-demographic and health-related variables
that can be used to control potential confounding
when determining if health care use and access differ
by sexual identity. The large sample size enables
separate analyses for gay men, lesbians, and
bisexuals, an important consideration, as some
research has shown that bisexuals’ health care
utilization patterns differ from those of gay men,
lesbians and heterosexuals,>>!151¢

Methods

Data source

Estimates are based on combined data from the
2003 and 2005 CCHS, cycles 2.1 and 3.1. The CCHS
covers the household population aged 12 or older
in all provinces and territories, except members of
the regular Forces and residents of institutions,
Indian reserves, Canadian Forces bases and some
remote areas.

Data for cycle 2.1 were collected from January
through December 2003 from a sample of 135,573
people; the response rate was 81%. Data for cycle
3.1 were collected from January through December
2005 from a sample of 132,947 people; the response
rate was 79%. In each cycle, about 25% of
interviews were conducted in person, and 75%, by
telephone. More information about the CCHS is
available in a published report'’
Canada’s Web site (www.statcan.ca).

and on Statistics

Data for the population aged 18 to 59 who
indicated their sexual identity were used in this
analysis. Among men, 1,103 self-identified as gay,
498 as bisexual, and 72,972 as heterosexual. For
women, 695 self-identified as lesbians, 833 as
bisexual, and 83,723 as heterosexual. Respondents
whose sexual identity was not known were excluded
(3,602 men and 3,289); of these respondents, 767
men and 713 women refused to answer the question
on sexual identity.

Analytical techniques
To compensate for the relatively small number of
gay, lesbian and bisexual respondents, data from the
2003 and 2005 CCHS (cycles 2.1 and 3.1) were
combined. This is feasible because the methodology
is similar, and the wording of the questions used in
this analysis is identical, except for how Aboriginal
respondents were ascertained (see Definitions)."
For this analysis, the cycles were combined at the
micro-data level, resulting in one dataset. Because
sample weights were only available for each cycle
separately, the total weighted population for the
combined cycles would represent roughly twice the
Canadian population. To obtain an estimate of the
number of gay men, lesbians and bisexuals, the
estimate was divided by two. Percentages and
regression results did not have to be divided by two.
Between 2003 and 2005, the number of self-
identified gay men, lesbians and bisexuals increased
by 13% to 20% (depending on the group), which
suggests that respondents might have been more
likely to disclose a non-heterosexual identity in 2005
than in 2003. Results from the forthcoming 2007
CCHS (cycle 4.1) will confirm if this trend continues.
Andersen’s health behaviour model' provided the
framework for the selection of explanatory variables
in the modelling of health care utilization. The
Andersen model proposes that the decision to seek
care is influenced by predisposing factors such as
age, gender and health beliefs; enabling factors such
as income education and service availablility; and
need factors such as health status and chronic
conditions." For this analysis, the model provided
guidance in variable selection, based on the
information available in the CCHS.
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Health care use among gay, lesbian and bisexual Canadians @

Unadjusted logistic regression models were run
by gender for each health care use variable:
consultation in the past 12 months with: family
doctor or general practitioner, medical specialist,
nurse, social worker or counsellor, psychologist,
alternative health care provider, self-help group; no
regular doctor; unmet health care need;
mammogram in past two years (women aged 50 to
59); and Pap test in past three years (all women).
To improve comparability with adjusted logistic
regression models, observations with missing data
for independent variables used in the adjusted
models (except income and education) were
excluded from the unadjusted models. This ensured
that the number of observations for each dependent
variable was the same between the unadjusted and
adjusted models. Regardless of statistical
significance, the following variables were controlled
in the adjusted logistic regression models: age
(continuous), marital status, presence of child(ren)
younger than 12 in household, education, household
income quintile, place of residence, cultural or racial
group, having a regular doctor (for all regression
models except where it is the outcome), number of
chronic conditions, self-perceived general health,
two-week physical disability day, self-perceived
mental health, diagnosed anxiety disorder, diagnosed
mood disorder, two-week mental disability day, and
survey cycle.

To account for survey design effects, standard
errors and coefficients of variation were estimated
with the bootstrap technique.'”*
level was preset at p < 0.05. Proportions were
estimated using the CCHS sample weights.

The significance

Definitions

Epidemiological studies do not agree on a definition
of sexual orientation—it depends on the research
question and on data availability.”' Sexual orientation
consists of three distinct elements: 1) sexual
attraction/fantasy; 2) sexual behaviour; and 3) self-
' Although the three ovetlap, each
measures sexual orientation slightly differently, with

identification.?

sexual attraction/fantasy the most inclusive, yielding
the highest prevalence, and self-identification the
most testrictive, yielding the lowest prevalence.”
The CCHS asked, “Do you consider yourself to be

heterosexual (sexual relations with people of the
opposite sex), homosexual, that is lesbian or gay
(sexual relations with people of your own sex) or
bisexual (sexual relations with people of both
sexes)?” This question was read to all respondents
aged 18 or older in 2003, and to respondents aged
18 to 59 in 2005.

Health care use was determined by asking: “Not
counting when you were an overnight patient, in the
past 12 months, how many times have you seen, or
talked on the telephone, about your physical,
emotional or mental health with: a family doctor or
general practitioner (GP), any other medical doctor
(such as a surgeon, allergist, orthopedist, gynecologist
or psychiatrist), a nurse for care or advice, a social
worker or counsellor, a psychologist?”

Alternative health care was ascertained by the
question: “People may also use alternative or
complementary medicine. In the past 12 months,
have you seen or talked to an alternative health care
provider such as an acupuncturist, homeopath or
massage therapist about your physical, emotional
or mental health?”

Respondents were asked if they had attended a
meeting of a se/f-help group such as AA or a cancer
support group in the past 12 months.

Respondents were asked if they had a regular
medical doctor. If they answered “no,” they were
considered to have 7o regular doctor.

Respondents who answered “yes” to the following
question were considered to have wnmet health care
needs: “During the past 12 months, was there ever a
time when you felt that you needed health care but
you didn’t receive it?”

Female respondents aged 35 or older were asked
about mammography: “Have you ever had a
mammogram, that is, a breast x-ray?” Those who
answered “yes” were asked, “When was the last
time?”, with the interviewer reading five categories:
less than 6 months ago, 6 months to less than 1 year
ago, 1 year to less than 2 years ago, 2 years to less
than 5 years ago, and 5 or more years ago. For this
analysis, mammogram use was determined for
women aged 50 to 59, with these women
dichotomized as either having had a mammogram
in the past 2 years or more than 2 years ago/never.
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Pap test was determined by asking female
respondents, “Have you ever had a Pap smear test?”
Those who answered “yes” were asked, “When was
the last time?”, with five categories read by the
interviewer: less than 6 months, 6 months to less
than 1 year ago, 1 year to less than 3 years ago, 3
years to less than 5 years ago, and 5 or more years
ago. For this analysis, last Pap test was dichotomized
as within 3 years or more than 3 years ago/never.

Four age groups were established: 18 to 24, 25 to
34, 35 to 44, and 45 to 59. In logistic regression
analysis, age was entered as a continuous variable.

Marital status was categorized into three groups:
married or common-law; previously married
(divorced, separated or widowed); and single (never
married).

Place of residence was determined by grouping
Census Metropolitan Areas (CMAs) (http://
www12.statcan.ca/english/census01/Products/
Reference/dict/geo009.htm). A CMA consists of
one or more adjacent municipalities situated around
a major urban core with a population of at least
100,000.* Three groups were created: CMA with
population greater than 2 million (Montreal, Toronto
and Vancouver), CMA with population between
100,000 and 2 million, and area outside CMAs with
population less than 100,000.

Based on their highest level of education,
respondents were grouped into four categories:
postsecondary graduation, some postsecondary,
secondary graduation, and less than secondary
graduation. Missing values were included in multiple
logistic regression models.

Household income quintiles were determined with a
method developed at Statistics Canada.** For each
respondent, a household weight factor was
calculated on household size. The first household
member was assigned a weight of 1, the second, a
weight of 0.4, and the third and subsequent
members, a weight of 0.3. The household weight
factor was then calculated as the sum of these
weights. Household income was divided by this
household weight factor to derive income adjusted
for household size. In instances where household
income range rather than exact household income
was available, the mid-point of the reported range
was used to calculate total household income. For

this analysis, the weighted distribution of each
CCHS cycle (2003 and 2005) for the population aged
18 to 59 was examined to establish cut-points for
household income quintiles within each geographic
classification (CMA population greater than 2
million, CMA population 100,000 to 2 million, and
non-CMA with less than 100,000). Quintiles were
calculated for each CCHS cycle and combined. In
logistic regression analysis, records with missing
income data (approximately 13% of the population)
were included as a dummy variable.

To determine a respondent’s racial or cultural group,
the interviewer read the following statement:
“People living in Canada come from many different
cultural and racial backgrounds,” and then asked if
the respondent was: White, Black, South Asian,
Southeast Asian, Filipino, Latin America, Arab, West
Asian, Japanese, Korean, Aboriginal, or other. For
this analysis, racial or cultural group was classified
into two categories: White and non-white. In 2005
and part of 2003, a separate question was asked to
determine Aboriginal identity. Respondents who
self-identified as Aboriginal were not asked their
racial or cultural group, but were included with other
non-white respondents.

Self-perceived general health was assessed with the
question, “In general, would you say your health is:
excellent, very good, good, fair or poor?” Three
categories were established: excellent or very good,
good, and fair or poor.

Self-perceived mental health was assessed with the
question, “In general, would you say your mental
health is: excellent, very good, good, fair or poor?”
Three categories were established: excellent or very
good, good, and fair or poor.

Number of chronic conditions was determined by
asking respondents if they had “long-term
conditions that had lasted or were expected to last
six months or more and that had been diagnosed
by a health professional.”” The interviewer read a
list of conditions; those included in this analysis (26)
were: food allergies, other allergies, asthma,
fibromyalgia, arthritis or rheumatism, back
problems, high blood pressure, migraine, chronic
bronchitis, diabetes, epilepsy, heart disease, cancer,
stomach or intestinal ulcers, effects of stroke, urinary
incontinence, bowel disorder, dementia, cataracts,
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glaucoma, thyroid condition, chronic fatigue
syndrome, multiple chemical sensitivity, emphysema
or chronic obstructive pulmonary disease, or any
other long-term physical or mental condition.

Mood disorder was determined by asking, “Do you
have a mood disorder such as depression, bipolar
disorder, mania or dysthymiar” that had been
diagnosed by a health professional.

Apnxiety disorder was determined by asking, “Do
you have an anxiety disorder such as a phobia,
obsessive-compulsive disorder or a panic disorder?”
that had been diagnosed by a health professional.

Towo-week disability (physical and mental) was measured
in terms of bed-days and “cut-down” days over the
previous two weeks. Respondents were asked about
days they stayed in bed (including nights in hospital)
and about days they cut down normal activities
because of illness or injury. Those who reported at
least one disability day were asked if it was due to
their emotional or mental health or use of alcohol
or drugs. Responses were dichotomized as “yes”
(at least one disability day) or “no.”

Results

Population characteristics

An estimated 346,000 adults self-identified as gay,
lesbian or bisexual, together representing 1.9% of
Canadians aged 18 to 59 (2.1% of men and 1.7%
of women). The breakdown was: 130,000 gay men
(1.4% of men aged 18 to 59), 59,000 bisexual men
(0.7%), 71,000 lesbians (0.8% of women aged 18
to 59), and 85,000 bisexual women (0.9%).

Compared with the heterosexual population, a
larger proportion of gay men and lesbians were aged
35 to 44, whereas bisexuals, especially women, were
considerably younger (Table 1).

Not surprisingly, marital status varied by sexual
identity. Gay men, lesbians and bisexuals were more
likely than heterosexuals to be single (never married),
and less likely to be married or in a common-law
relationship.

About three in ten heterosexuals had a child
younger than 12 living in their household. The
proportions were much lower for gay men (2.6%)
and lesbians (8.4%). Proportions were also low for
bisexuals (18.5% of men and 26.1% of women),

although when never-married people were excluded,
the difference between heterosexuals and bisexuals
disappeared (data not shown).

Compared with heterosexuals, gay men and
lesbians had high levels of education; the educational
attainment of bisexual men was lower. Relatively
large proportions of gay men and lesbians were in
the highest household income quintile, compared
with the heterosexual population; bisexual men and
women were over-represented in the lowest quintile.

Cultural and racial background and place of
residence also differed by sexual identity. Higher

Table 1

Distribution of household population aged 18 to 59, by gender,
sexual identity, and selected socio-demographic and
economic characteristics, Canada, 2003 and 2005 combined

Men Women
Hetero- Bi- Hetero- Bi-
sexual  Gay sexual sexual Lesbian sexual
% % % % % %
Age group
181024 16.3 9.7 23.9* 15.4 10.5*  35.9*
2510 34 218 225 18.1 223 221 26.8*
351044 276 363 222 269 364 212"
45 to 59 343 315 35.7 353 309 16.1*
Marital status
Married or common-law 644  31.8*  39.9* 65.6 38.5* 409
Previously married 6.0 4.0 7.3¢ 10.1 9.3 10.5
Single (never married) 29.6  64.2 52,9 243 52.2* 486"
Children younger
than 12 in household 29.5 26" 185 311 8.4*  26.1*
Education
(aged 25 to 59)
Less than secondary 12.1 44*  16.2 10.6 6.1 10.7
Secondary 167  10.2* 15.8F 18.1 13.4* 191
Some postsecondary 6.7 9.3 1448 6.8 6.1¢ 9.4¢
Postsecondary 645 76.1*  53.6* 644  T744* 607
Income quintiles
Lowest 170 155 34.9% 22.0 19.0 42.7*
Second-lowest 195 146 29.1* 212 156.3* 220
Middle 20.1 17.9 12.4* 203 221 14.5*
Second-highest 212 220 11.6* 192 200 12.0%
Highest 221 29.9¢ 12.0* 173 234 8.8*F
Racial or cultural group
White 824  881* 76.0 827  89.1* 819
Non-white 176  11.9* 240 17.3 10.9*F  18.1
Place of residence
Montreal, Toronto or
Vancouver 349  559*  47.0* 35.1 41.0* 349
CMA 100,000 to 2 million 31.9 ~ 28.3*  24.9* 32.1 35.1 313
Non-CMA (less than
100,000) 331 15.8* 281 328 239" 338

* significantly different from estimate for heterosexual population of same
gender (p < 0.05)
E use with caution (coefficient of variation 16.6% to 33.3%)
Note: Missing values are excluded.
Source: 2003 and 2005 Canadian Community Health Survey (combined
data).
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proportions of gay men and lesbians were White,
compared with heterosexuals and bisexuals. As well,
comparatively large percentages of gay men, lesbians
and bisexual men lived in Montreal, Toronto or
Vancouver.

Physical and mental health
The self-perceived general health of gay men and
lesbians was similar to that of heterosexuals
(Table 2). By contrast, bisexuals were more likely
than heterosexuals to report fair or poor health.
Gay men and bisexual women tended to report
morte chronic conditions than did the heterosexual
population. They were also more likely to have had
at least one disability day due to physical illness in
the previous two weeks.

Table 2

Health status indicators, by gender and sexual identity,
household population aged 18 to 59, Canada, 2003 and 2005
combined

Men Women
Hetero- Bi- Hetero- Bi-
sexual  Gay sexual sexual Lesbian sexual
% % % % % %
Physical health
Self-perceived
general health
Excellent or very good  63.9 654 57.1 63.8 63.2 51.6
Good 285 260 30.9 2715 269 322
Fair or poor 7.7 8.5 12.0* 8.7 9.8 16.2*
Chronic conditions
None 505 421* 496 399 359 313
One 2719 289 25.5 276 294 278
Two 126 175 136 15.9 15.9 16.9
Three or more 9.0 11.5* 1.3 16.5 18.7 23.9*
Disability day in past
two weeks (physical) 136  17.9* 1.7 19.2 226 27.0%
Mental health
Self-perceived
mental health
Excellent or very good 754  73.8 66.7* 74.8 72.8 57.5
Good 203 205 239 199 206  255*
Fair or poor 43 5.7 9.4* 53 6.7¢  17.0*
Type of disorder
Mood disorder 4.0 11.1* 11.4*€ 7.7 1.4 252*
Anxiety disorder 3.0 8.5*  10.1*€ 5.8 8.7c  11.7*
Disability day in past
two weeks (mental) 1.2 3.0* 5.5* 2.0 3.8¢ 6.6*F

*

significantly different from estimate for heterosexual population of same
gender (p < 0.05)

E use with caution (coefficient of variation 16.6% to 33.3%)

Note: Missing values are excluded.

Source: 2003 and 2005 Canadian Community Health Survey (combined
data).

Relatively large proportions of bisexuals reported
mental health problems. Bisexual men were more
than twice as likely as heterosexual men to perceive
their mental health as fair or poor; for bisexual
women, the proportion reporting fair or poor mental
health was three times that of heterosexual women.

When respondents were asked if they had been
diagnosed with a mood or anxiety disorder, all sexual
minority groups reported levels above those for the
heterosexual population. Such disorders were
particularly prevalent among bisexual women, one
in four of whom reported a mood disorder. The
comparatively high prevalence of mood and anxiety
disorders among gay men, lesbians and bisexuals
was reflected in higher percentages reporting at least
one disability day in the previous two weeks for
mental or emotional reasons.

Health care
The use of health care services differed by sexual
identity (Table 3). Compared with heterosexual men,

Table 3

Percentage consulting selected health care providers, lacking
regular doctor, reporting unmet health care need and using
preventive screening, by gender and sexual identity, household
population aged 18 to 59, Canada, 2003 and 2005 combined

Men Women
Hetero- Bi- Hetero- Bi-
sexual  Gay sexual sexual Lesbian sexual
% % % % % %
Consultation in past
12 months
Family doctor or
general practitioner 69.2 748 721 82.6 76.9* 813
Medical specialist 19.0 294 228 33.0 376 382
Nurse 84 147" 1.1 14.0 132 21.6*
Social worker or counsellor - 3.5 6.8*¢ 9.3 5.7 8.65  16.6*
Psychologist 25 7.7* 5.8*¢ 40  10.0* 10.7*¢
Alternative care provider 11.0  20.3* 13.48 20.6 331 21.3
Self-help group 2.1 37 4.5% 3.0 6.5  94*
No regular doctor 219 222 26.2 11.6 19.0  24.2*
Unmet health care need
in past 12 months 109  14.2% 17.8* 14.8 19.6*  28.6*
Preventive screening
Mammogram in past 2
years (aged 50 to 59) 711 719  49.0%
Pap test in past 3 years 771 64.0* 76.2

* significantly different from estimate for heterosexual population of same
gender (p < 0.05)
E use with caution (coefficient of variation 16.6% to 33.3%)
... not applicable
Note: Missing values are excluded.
Source: 2003 and 2005 Canadian Community Health Survey (combined
data).
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gay men were more likely to have seen a family Among women, lesbians were slightly less likely
doctor, a medical specialist, or nurse in the previous to have seen a family doctor in the past 12 months,
12 months. Ultilization rates were also higher for compared with heterosexual women, but more likely
social workers or counsellors, psychologists, to have consulted psychologists and alternative care
alternative care providers, and self-help groups. providers, and to have attended a self-help group

Consultations with doctors and nurses did not (Table 3). Bisexual women had more contact with
differ between bisexual and heterosexual men, but nurses, social workers or counsellors, psychologists
bisexual men had more frequent contact with social and alternative care providers and were more likely
workers or counsellors and psychologists, and were to have attended self-help groups, compared with
more likely to report attending self-help groups. heterosexual women. Although odds ratios were

Multivariate logistic regression models that somewhat attenuated in the multivariate regression
controlled for predisposing, enabling and need models, the results were essentially unchanged
characteristics were used to determine if sexual (Table 5).

identity was independently associated with
No regular doctor/Unmet health care

needs
The proportions of gay, bisexual and heterosexual

consulting health care professionals. Even when
potentially confounding factors (notably, a higher

prevalence of chronic conditions and mood

. . . men who reported not having a regular doctor were

disorders) were taken into account, compared with o p . garegy .
. statistically similar. Among women, the proportions

heterosexual men, gay men had increased odds of

. . - . who did not have a regular doctor were higher for
consulting medical specialists, nurses, social workers

. : lesbians and bisexuals than for heterosexuals.
or counsellors, psychologists, and alternative care
providers; bisexual men had higher odds for
consultations with social workers or counsellors and

alternative care providers (Table 4).

Results for both sexes remained the same when
socio-demographic and health status variables were
controlled in multivariate regression models.

Table 4

Unadjusted and adjusted odds ratios comparing gay and bisexual men with heterosexual men for selected health care provider
consultations, lack of regular doctor and report of unmet health care need, household population aged 18 to 59, Canada, 2003 and
2005 combined

Gay Bisexual
Unadjusted Adjusted Unadjusted Adjusted

95% 95% 95% 95%
Odds  confidence Odds  confidence Odds  confidence Odds  confidence
ratio interval ratio interval ratio interval ratio interval

Consultation in past 12 months
Family doctor or general practitioner 1.32*  1.09t01.59 118  0.95t01.45 115 0.85t01.56 123  0.88t01.71
Medical specialist 177" 14710212 1.40* 1.14101.70 123  087t01.75 115  0.79t01.69
Nurse 1.88* 1.48102.40 1.69* 1.32t02.17 133  0.94t01.90 123  0.86t01.74
Social worker or counsellor 2.01*  1.39102.92 1.55*  1.01t02.38 271 1.86103.94 1.65* 1.10t02.46
Psychologist 321 235t04.39 213 146t03.11 229* 1.39103.78 149  0.881t02.51
Alternative care provider 2.07° 1.68t02.54 1.89*  1.50t02.37 126 0.81t01.95 1.55*  1.00t02.39
Self-help group 171 1.21t0244 123  0.84t01.80 2.06* 1.22103.48 130 0.75t02.24
No regular doctor 1.02 0.84t01.24 101  0.82t01.24 127  0941t01.73 116  0.84to0 1.61
Unmet health care need in past 12 months  1.33*  1.06 to 1.67 117 0.92t01.48 1.76* 1.27t0244 146 1.02t02.09

*significantly different from estimate for heterosexual men (p < 0.05)

Notes: The following variables were controlled in the adjusted model: age (continuous), marital status, child(ren) under 12 in household, education (including missing
values), income quintile (including missing values), place of residence, racial or cultural group, self-rated general health, number of chronic conditions, two-
week physical disability day, self-rated mental health, anxiety disorder, mood disorder, two-week mental health disability day, having a regular doctor (except
for regression models where not having a regular doctor is the outcome), and survey cycle.

Sources: 2003 and 2005 Canadian Community Health Survey (combined data).
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Table 5

Unadjusted and adjusted odds ratios comparing lesbian and bisexual women with heterosexual women for selected health care
provider consultations, lack of regular doctor, report of unmet health care need and use of preventive screening, household population
aged 18 to 59, Canada, 2003 and 2005 combined

Lesbian Bisexual
Unadjusted Adjusted Unadjusted Adjusted

95% 95% 95% 95%
Odds  confidence Odds  confidence Odds  confidence Odds  confidence
ratio interval ratio interval ratio interval ratio interval

Consultation in past 12 months
Family doctor or general practitioner 0.70*  0.54t00.90 0.70* 0.53t00.92 094 071t01.24 097 0.70t01.34
Medical specialist 121 097t01.52 113 0.90to 1.41 124 0.99t01.57 1.04 0.80to1.34
Nurse 091 0.69t01.20 090 067t01.21 1.69* 1.32t02.17 116 0.90t01.50
Social worker or counsellor 1.56* 1.04102.35 136 0.85t02.18 3.29* 250t04.32 156 1.14t02.15
Psychologist 2.65* 1.76103.97 209" 1.32t03.31 2.86* 1.92t04.24 157 1.05t02.35
Alternative care provider 1.91* 1.53t02.38 1.66* 1.32t02.09 147 1.16101.86 1.56* 1.24t01.96
Self-help group 224* 127103.95 2.00* 1.10t03.64 3.34* 241t04.62 248" 1.76103.48
No regular doctor 1.78* 1.36t02.33 1.68* 1.28102.21 2.44* 1.861t03.19 2.04* 1.55t02.70
Unmet health care need in past 12 months  1.41* 1.07t01.85 124 0.92t01.68 232 18410292 1.36* 1.04t01.78

Preventive screening

Mammogram in past 2 years (aged 50t0 59)  1.03  0.67 to 1.60 120 0.78t01.84 041* 0.22t00.76 0.46* 0.24100.90
Pap test in past 3 years 0.52* 0.42100.66 0.60* 047100.77 096 0.73t01.25 1.32* 1.01t01.74

*significantly different from estimate for heterosexual women (p < 0.05)

Notes: The following variables were controlled in the adjusted model: age (continuous), marital status, child(ren) under 12 in household, education (including missing
values), income quintile (including missing values), place of residence,racial or cultural group, self-rated general health, number of chronic conditions, two-
week physical disability day, self-rated mental health, anxiety disorder, mood disorder, two-week mental health disability day, having a regular doctor (except
for regression models where not having a regular doctor is the outcome), and survey cycle.

Sources: 2003 and 2005 Canadian Community Health Survey (combined data).

Gay men, lesbians and bisexuals were more likely characteristics and health status. Compared with
than heterosexuals to report having had an unmet heterosexual women, lesbians still had reduced odds
health care need in the past year. However, in of having had a Pap test, but the odds for bisexual
multivariate regression models, only bisexual men women were actually higher.
and women had increased odds of reporting an
unmet health care need. Discussion
Mammograms and Pap tests Consultations with health care professionals varied
The likelihood that women had had a mammogram by sexual identity, independent of socio-
in the past two years differed somewhat by their demographic and health status differences. As well,
sexual identity. Lesbians and heterosexual women disparities were evident in the proportions who did
aged 50 to 59 had similar levels of utilization, but not have a regular doctor and who reported unmet
the proportion was much lower for bisexual women, health care needs, and in women’s receipt of two
a difference that persisted in multivariate regression preventive cancer screening procedures
models. (mammograms and Pap tests).

Receipt of the Papanicolaou (Pap) test also varied While the odds of consulting a family doctor in
by sexual identity. Fewer than two-thirds of lesbians the past 12 months were similar for men regardless
reported having had a Pap test within the past three of their sexual identity, lesbians were less likely than
years, well below the figures for heterosexual (77.1%) heterosexual women to have done so. A possible
and bisexual women (76.2%). Results changed reason could be some lesbians’ unwillingness to
somewhat in multivariate regression models that disclose their sexual orientation to health care
accounted for differences in socio-demographic providers.""* In fact, research has shown more use
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of the health care system among lesbians who have
told their doctor about their sexual otientation.'**
American studies have also demonstrated that some
lesbians delay or avoid seeking care because of
factors related to their sexual orientation such as
fear of disclosing that they are lesbian to their doctor
ot past negative expetiences.”'"">* Differences in
childbearing® might also explain some of this
disparity, although the CCHS results did not change
when pregnant women and those who had given
birth within the past two years were excluded from
the regression model (data not shown).

The similar levels of contact with family doctors
by gay, bisexual and heterosexual men was not
unexpected. An American study showed that men
living in same-sex relationships had increased odds
of having visited a health professional in the past
12 months.? The authors suggested that the HIV
epidemic might have made some gay men more
likely to seek preventive care and to discuss HIV-
related concerns, and to be more open to health
care providers about their sexual orientation.

Utilization rates of health professionals who
provide emotional or mental support were generally
higher among gays, lesbians and bisexuals , mirroring
other research.>'“*”" Tt has been suggested that
lesbians and bisexual women consider psychological

counselling important,’

and that a positive norm
for using mental health services might exist in the
gay, lesbian and bisexual communities.”” As well,
minority stress issues (the stress faced by individuals
who belong to a stigmatized social category) could
trigger seeking this type of care.”

Lesbians and bisexual women had high odds of
not having a regular doctor, and bisexuals of both
sexes had high odds of reporting unmet health care
needs. Some evidence suggests that, compared with
gay men, lesbians and bisexuals consider health care
providers’ attitudes toward non-heterosexual issues
a more important factor when choosing a doctor.”

Women’s use of preventive screening for cancer
varied by sexual identity. While mammography rates
among lesbians and heterosexual women aged 50
to 59 did not differ significantly, bisexual women
were less likely to have ever had a mammogram.
Results from other research have been mixed, with

some studies showing lesbians less likely to have
mammograms,®’
difference,>"’

The reason for the lower mammography rate among

others showing no
and one study showing higher rates.™

bisexual women is not known, but it is noteworthy
because a large American non-probability study
found that bisexual women aged 50 to 79 were more
likely than other women to have breast cancer.”

Consistent with other research,>’*-*3 CCHS
results showed that lesbians had lower rates of Pap
test screening than did heterosexual and bisexual
women. The impact of this difference is not known,
as little or no data exist on rates of cervical cancer
among lesbians.***' Nonetheless, they have many
of the same risk factors as heterosexual women,
including unprotected sexual intercourse with men
at some point in their lives.**> As well, HPV (genital
human papillomavirus) infection, a precursor to
some cervical cancers, can be transferred between
women through intimate sexual contact.”* The
lower screening rates among lesbians could be in
response to past negative experiences with health
care providers,*'! the belief that the test is not
necessary,"" or not usually taking birth control pills,
renewal of prescriptions for which can be an
opportunity for doctors to discuss and administer
the Pap test.®

This study has several limitations. While survey
questions that use the concept of sexual identity
are considered to have excellent specificity
(heterosexual people would not be classified as gay,
lesbian or bisexual), their sensitivity has been
criticized (some gay, lesbian and bisexual
respondents would be classified as heterosexual).”
Therefore, the CCHS results represent only people
willing to self-identify as gay, lesbian or bisexual in
an interview for a national survey. The degree of
non-disclosure of sexual orientation is not known.
Moreover, research has shown that a patient’s
“outness” predicts disclosure of sexual orientation
to their health care providers, which has been
associated with regular health care use.”
Respondents who disclosed their sexual identity to
a CCHS interviewer might be more open about their
sexuality to others, and as a result, might be more
inclined to use the health care system, compared
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with other members of the gay, lesbian and bisexual
communities.'?

This analysis is based on self-reported data; no
independent verification of the information was
undertaken. The degree to which the data are biased
because of reporting error is unknown.

The sample size for some characteristics of the
gay, lesbian and bisexual populations is small, thereby
limiting the statistical power to detect differences.

Health status was not fully controlled in the
multivarate logistic regression models, as the severity
of chronic conditions was not ascertained.
Furthermore, HIV/AIDS status was not known.

The questions on mood and anxiety disorders are
not standardized measurement tools, and should not
be considered as measures of the prevalence of
these disordets.

Conclusion

This analysis provides evidence, based on a national
probability sample, that the use of health care in
Canada varies by sexual identity, independent of
predisposing, enabling and health need factors.

Overall, compared with the heterosexual
population, gays, lesbians and bisexuals were more
inclined to consult mental health service providers.
Lesbians were less likely to have a regular doctor,
and not surprisingly, had lower utilization rates of
family doctors and of receipt of the Pap test.
Compared with heterosexuals, bisexuals reported
higher levels of unmet health care needs.

The reasons for the different care-seeking
behaviours of the gay, lesbian and bisexual
populations could not be ascertained with CCHS
data and require further study. Nonetheless, the
findings illustrate that gay men, lesbians and
bisexuals should not be considered a homogenous

What is known on this topic?

[ Gay, lesbian and bisexual Americans experience more
barriers to health care than do heterosexual Americans.

B Most American studies show that lesbians and bisexual
women undergo preventive cancer screening tests less
frequently than do heterosexual women.

I Much of this research was based on non-probability surveys.

What does this study add?

I Gays, leshians and bisexual Canadians have different
health-care-seeking behavior than do other Canadians,
independent of predisposing, enabling and health need
factors.

1 Disparities in health care use were particularly evident
among lesbians, who are less likely to have a regular doctor
and who have lower utilization rates of GPs and Pap tests.

I Bisexuals were more likely to report unmet health care
needs, compared with heterosexual Canadians.

I Evidence from this study is based on a large national
probability survey.

group with regard to health care use, and should be
analyzed separately in future studies.

These results are a first step in describing health
care use patterns among adult Canadians who self-
identify as gay, lesbian or bisexual. Further in-depth
research would be useful to determine if the
disparities persist across different segments of these
groups (young and old, urban and rural), as well as
the reasons for these disparities. @

Health Reports, Vol. 19, No. 1, March 2008

Statistics Canada, Catalogue 82-003



Health care use among gay, lesbian and bisexual Canadians @

References 0000000000000 00

1. Andersen RM. Revisiting the behavioral model and access
to medical care: Does it matter? Journal of Health and Social
Bebavior 1995; 36(1): 1-10.

2. Heck JE, Sell RL, Gorin SS. Health care access among
individuals in same-sex relationships. Awerican Journal of Public

Health 2006; 96(6): 1111-8.
3. Bakker FC, Sandfort TGM, Vanwesenbeeck I et al. Do

homosexual persons use health care services more frequently
than heterosexual persons: Findings from a Dutch
population survey. Social Science & Medicine 2006; 63(8):
2022-30.

4. Sell RL, Becker JB. Sexual orientation data collection and
progress toward healthy people 2010. Awmerican Journal of
Public Health 2001; 91(6): 876-82.

5. Diamant AL, Wold C, Spritzer K et al. Health behaviors,
health status, and access to and use of health care: A
population-based study of lesbian, bisexual, and heterosexual
women. Archives of Family Medicine 2000b; 9(10): 1043-51.

6. Cochran SD, Mays VM, Bowen D et al. Cancer-related risk
indicators and preventive screening behaviors among lesbians
and bisexual women. American Journal of Public Health 2001;
91(4): 591-7.

Mays VM, Yancey AK, Cochran SD et al. Heterogeneity of
health disparities among African American, Hispanic, and
Asian American women: Unrecognized influences of sexual
otientation. Awmerican Journal of Public Health 2002; 92(4):
632-9.

=~

o

Bowen DJ, Bradford JB, Powers D et al. Comparing women
of differing sexual orientations using population-based
sampling. Women & Health 2004; 40(3): 19-34.

9. Eliason M]J, Schope R. Does “Don’t ask don’t tell” apply to
health care? Lesbian, Gay, and Bisexual people’s disclosure
to health care providers. Journal of the Gay and 1esbian Medical
Association 2001; 5(4): 125-34.

10. Barbara AM, Quandt SA, Anderson RT. Experiences of
lesbians in the health care environment. Women & Health
2001; 34(1): 45-62.

11. Stein GL, Bonuck KA. Physician-patient relationships among
the lesbian and gay community. Journal of the Gay and Lesbian
Medical Association 2001; 5(3): 87-93.

12. Bergeron S, Senn CY. Health care utilization in a sample of
Canadian lesbian women: Predictors of risk and resilience.
Women & Health 2003; 37(3): 19-35.

13. Van Dam MAA, Koh AS, Dibble SL. Lesbian disclosure to
health care providers and delay of care. Journal of the Gay
and Lesbian Medical Association 2001; 5(1): 11-19.

14. Madore O. The Canada Health Act: Overview and Options.
Ottawa: Economics Division, Parliamentary Research

Branch, Library of Patliament, May 2004.

15. Wells BE, Bimbi DS, Tider D et al. Preventive health
behaviors among lesbian and bisexually identified women.

Women & Health 2006; 44(2): 1-13.

16. Koh AS, Ross LK. Mental health issues: A comparison of
lesbian, bisexual and heterosexual women. Journal of
Homosexcuality 2006; 51(1): 33-57.

17. Béland Y. Canadian Community Health Survey —
methodological overview. Health Reports (Statistics Canada,
Catalogue 82-003) 2002; 13(3): 9-14.

18. Thomas S. Combining cycles of the Canadian Community
Health Survey. Proceedings of Statistics Canada Symposium:
Methodological issues in measuring population health 2006; 1-8.

19. Rao JNK, Wu CFJ, Yue K. Some recent work on resampling
methods for complex surveys. Survey Methodology (Statistics
Canada, Catalogue no. 12-001) 1992; 18(2): 209-17.

20. Rust KF, Rao JNK. Variance estimation for complex surveys
using replication techniques. Statistical Methods in Medical
Research 1996; 5: 281-310.

21. Michaels S, Lhomond B. Conceptualization and
measurement of homosexuality in sex surveys: a critical

review. Cadernos de Saside Priblica 2006; 22(7): 1365-74.
22. Smith AMA, Rissel CE, Richters J et al. Sexual identity, sexual

attraction and sexual experience among a representative
sample of adults. Australian and New Zealand Journal of Public
Health 2003; 27(2): 138-45.

23. Statistics Canada. A profile of the Canadian population:
where we live. 2001 Census Analysis Series (Statistics Canada,
Catalogue no. 96F0030XIE2001001) Ottawa : Statistics
Canada, Census Operations Division, 2002

24. Carson J. Family spending power. Perspectives on Labonr and
Income (Statistics Canada Catalogue 75-001-XIE) 2002; 10(3):
5-13.

25. Klitzman RL, Greenberg JD. Patterns of communication
between gay and lesbian patients and their health care
providers. Journal of Homosexnality 2002; 42(4) 65-75.

26. Steele LS, Tinmouth JM, Lu A. Regular health care use by
lesbians: a path analysis of predictive factors. Family Practice

20006; 23(6): 631-6.

27. Wang ], Hiusermann M, Vounatsou P et al. Health status,
behavior, and care utilization in the Geneva Gay Men’s Health
Survey. Preventive Medicine 2007; 44(1): 70-5.

28. Cochran SD, Mays VM. Relation between psychiatric
syndromes and behaviorally defined sexual orientation in a
sample of the US population. American Journal of Epideniology
2000; 151(5): 516-23.

29. Cochran SD, Sullivan JG, Mays VM. Prevalence of mental
disorders, psychological distress, and mental health services
use among lesbian, gay, and bisexual adults in the United

States. Journal of Consulting and Clinical Psychology 2003; 71(1):

53-61.

30. Sorensen L, Roberts SJ. Lesbian uses of and satisfaction
with mental health services: Results from Boston lesbian
health project. Journal of Homosexuality 1997; 33(1): 35-49.

31. Mathieson CM, Bailey N, Gurevich M. Health care services
for lesbian and bisexual women: Some Canadian data. Hea/th
Care for Women International 2002; 23(2): 188-96.

32. Morgan KS. Caucasian lesbians’ use of psychotherapy: A
matter of attituder Psychology of Women Quarterly 1992; 16:
127-30.

Health Reports, Vol. 19, No. 1, March 2008

Statistics Canada, Catalogue 82-003



@ Health care use among gay, lesbian and bisexual Canadians

33.

34.

35.

36.

37.

38.

39.

Meyer II. Prejudice, social stress, and mental health in lesbian,
gay, and bisexual populations: Conceptual issues and research
evidence Psychological Bulletin 2003; 129(5): 674-97.

Neville S, Henrickson M. Perceptions of lesbian, gay and
bisexual people of primary healthcare services. Journal of
Adpanced Nursing 2006; 55(4): 407-15.

Kerker BD, Mostashari F, Thorpe L. Health care access and
utilization among women who have sex with women: Sexual
behavior and identity. Journal of Urban Health 2006; 83(5):
970-9.

Valanis BG, Bowen D], Bassford T et al. Sexual orientation
and health: Comparisons in the Women’s Health Initiative
Sample. Archives of Family Medicine 2000; 9 (9): 843-53.

Diamant AL, Schuster MA, Lever J. Receipt of preventive
health care services by lesbians. Awmerican Journal of Preventive

Medicine 2000a; 19(3): 141-8.

Aaron DJ, Markovic N, Danielson ME et al. Behavioral risk
factors for disease and preventive health practices among

lesbians. Awmserican Journal of Public Health 2001; 91(6): 972-5.

Matthews AK, Brandenburg DL, Johnson TP et al.
Correlates of underutilization of gynecological cancer
screening among lesbian and heterosexual women. Preventive

Medicine 2004; 38(1): 105-13.

40.

41.

42.

43.

44,

45.

Solarz A. ed. Lesbian Health: Current Assessment and Directions
Jfor the Future. Washington, DC: National Academy Press;
1999.

Marazzo JM, Koutsky LA, Kiviat NB et al. Papanicolaou
test screening and prevalence of genital human
papillomavirus among women who have sex with women.

American Journal of Public Health 2001; 91(6): 947-52.

Diamant AL, Schuster MA, McGuigan K et al. Lesbians’
sexual history with men: Implications for taking a sexual
history. Archives of Internal Medijcine 1999; 159 (22): 2730-6.

Marrazzo JM, Koutsky LA, Stine KL et al. Genital human
papillomavirus infection in women who have sex with

women. The Journal of Infections Diseases 1998; 178(6): 1604-9.

Cochran SD, Mays VM. Disclosure of sexual preference to
physicians by black lesbian and bisexual women. The Western
Journal of Medicine 1998; 149(5): 616-9.

Rankow EJ, Tessaro I. Cervical cancer risk and Papanicolaou
screening in a sample of lesbian and bisexual women. Journal

of Family Practice 1998; 47(2): 139-43.

Health Reports, Vol. 19, No. 1, March 2008

Statistics Canada, Catalogue 82-003



